HP2 IS IT COST-EFFECTIVE TO IMPROVE COMPLIANCE WITH LIPID-LOWERING THERAPY?  by Benner, JS et al.
126 Abstracts
until termination (MCO termination, change to non-
statin antihyperlipidemic, or end of observation period). 
RESULTS: Of 4,964 enrollees who received ≥2 statin 
prescriptions, 540 (11%) patients were classiﬁed as 
secondary prevention and 4424 (89%) primary preven-
tion. The mean CMG while actively taking statin was
20.5% (SD 21.5, median 12.7) for the primary group and
21.9% (SD 22.7, median 13.3) for the secondary group
(p = 0.34). The mean CMG until termination was 29.2%
(SD 26.9, median 20.1) and 31.5% (SD 27.3, median
24.6) for the primary and secondary groups respectively
(p = 0.06). Additional analyses will measure the effect 
of patient demographics, copayments, and prescriber 
specialty. 
CONCLUSIONS: Compliance with statins was similar
and sub-optimal in primary and secondary prevention
populations. These data demonstrate that patients exhibit
poor compliance while actively taking therapy and 
contribute to future risk by discontinuing therapy at
undesirable rates. While universal compliance with pre-
scribed therapy for all patients indicated for therapy is a
desirable goal, incremental efforts should aim at improv-
ing compliance in those populations who are the most
likely to beneﬁt from their use.
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OBJECTIVE: The National Cholesterol Education
Program recently recommended the implementation of
interventions to improve compliance with lipid-lowering
medications; however, the costs and beneﬁts of such 
interventions have not been well studied. We therefore
evaluated the cost-effectiveness of compliance-enhancing
interventions in patients treated with HMG Co-A 
reductase inhibitors (statins). 
METHODS: A literature search was conducted to iden-
tify compliance-enhancing interventions that would be
relevant to statin therapy. A Markov model was used 
to evaluate the programs in a hypothetical cohort of 
5000 statin users 65–84 years of age with myocardial 
infarction. Costs and effectiveness of each strategy were
accrued for the duration of treatment, based on published
studies and the assumption of a linear relationship
between compliance and beneﬁts of therapy. Interven-
tions were evaluated in terms of quality-adjusted life years
gained (QALYs), direct medical costs in U.S. dollars, and
incremental cost-effectiveness (cost per QALY gained). 
RESULTS: Seven compliance-enhancing interventions
were evaluated, including combinations of mailed reﬁll
reminders, unit-of-use (“blister-pack”) prescription 
packaging, telephone counseling by a pharmacist, and
pharmacy or clinic-based drug therapy management. We
found that compared to unaided compliance, these 
strategies would yield an average of 0.20 QALYs, with
cost-effectiveness ratios between $17,700 and $36,600
per QALY gained. When compared incrementally, a 
6-month program consisting of mailed educational 
information, reﬁll reminders and a telephone call from a
pharmacist dominated the other strategies, at $17,700 per
QALY gained, compared to no intervention. When base-
line levels of compliance were lowest, the clinic-based
program was the dominant strategy. 
CONCLUSIONS: Compliance-enhancing interventions
appear to be an attractive way to recover some of the 
clinical beneﬁts that are lost due to noncompliance with
statins. For typical populations, the most cost-effective
intervention provided patient education and reﬁll
reminders via the mail and telephone. Clinical trials 
comparing these interventions should be considered to
conﬁrm these results.
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Patients with congestive heart failure (CHF) often are
treated with amiodarone for ventricular or atrial arrhyth-
mias. This agent is often preferred due to its purported
lack of hemodynamic effects, however other toxicities
may occur. Therefore, routine monitoring of lung,
thyroid, and liver function is recommended. Sanoski CA,
et al previously reported that laboratory tests were 
performed according to accepted guidelines in 23% of
patients before referral to an amiodarone clinic compared
to 90% after referral. 
OBJECTIVE: To establish the role for a formal amio-
darone monitoring program in a multidisciplinary CHF
clinic. 
METHODS: After identifying which patients were taking
amiodarone, a retrospective chart review was used to
determine baseline adherence to national guidelines for
performance of chest x-rays, thyroid and liver function. 
RESULTS: Of the 450 patients in the clinic, 47 were
taking amiodarone. Thirty-two patients were male and 
15 female with an average age of 69 + 13 years (53%
ischemic). Indication for amiodarone therapy: 60% atrial
ﬁbrillation/ﬂutter, 21% ventricular tachycardia, 13%
sudden death, 6% unknown. The chart review period was
18.7 + 16.5 months. Baseline analysis revealed annual
chest x-ray in 42.5% of cases; semiannual thyroid func-
tion in 25%; and semiannual liver function in 40%. Of
the 29 patients still taking amiodarone, 52% did not have
a chest x-ray in the previous 12 months, 52% and 34%
